expiratory volume in Is (FEVI) less than 68% of forced vital capacity (FVC). Seven variables were considered as potential risk factors or confounding factors: area of residence, sex, age, cigarette smoking, history of respiratory disease, socio-economic status and familial component. A modified binary variable regression method developed by Feldstein was used for the adjustment of rate ratios. The adjusted prevalence of obstructive lung disease was highest in the rural area and lowest in the residential area(s). An increase in age, cigarette smoking, low socio-economic status and positive history of respiratory diseases were associated with significantly higher rates of impaired pulmonary function. The other measured factors did not appear to be related to impaired pulmonary function.
China aspires to be an industrialised nation and therefore its industrial activities are growing steadily. This is resulting in a rapid change in the environment, with widespread increase in pollutants. Data reported by the Global Environmental Monitoring Systems' (GEMS) have indicated, as expected, that levels of outdoor air pollutants, such as suspended particulate matter, sulphur dioxide, carbon monoxide, etc, are much lower in rural areas than in urban residential areas, and these pollutants are widely believed to be the major cause of "chronic bronchitis".
Nevertheless the adjusted rate of chronic bronchitis was no lower in rural areas than it was in cities. This may partly be accounted for by the fact that cigarette smoking, past history of respiratory disease, and socio-economic status are associated with increased adjusted rates of chronic bronchitis, but it was also suggested' that there are different risk factors in urban and rural populations which were not disclosed by the study. We have illustrated this possibility in fig. 1 , showing how such risk factors may belong to different but overlapping domains. The study described here was undertaken in an attempt to identify those factors which might be responsible for chronic bronchitis in different areas of Beijing district, which includes Beijing itself, an industrial city with a population of9.8 million, surrounded by a suburban area of4. 18 million population, and an extensive rural area. The Japan-China joint study began in the summer of 1985. The feasibility study and the development of the protocol are the joint work of epidemiologists in the two countries. The field study was carried out in August 1986, after a year of preparation. The sample population was selected at random from residents aged 40 years and over who had been living in the selected areas for more than 6 months per year for at least the preceding 5 years. The basic population used for the sampling was obtained from the Registration List for the National Census which was held on 1st July 1982. At the time of sampling, people who had moved to other districts or who had died were excluded automatically. Table 4 shows the adjusted rate ratio of risk factors in relation to chronic bronchitis symptoms. The most important factor was a past history of respiratory illness in the sample population, followed by smoking habits, socio-economic status, and parental history of respiratory disease. Figures 3-5 show the 1981 trends of Beijing monthly averages in the amounts of sulphur dioxide, carbon monoxide, and suspended particulate matter (not available from January to March), together with environmental temperatures. These data, which appeared in August 1983, are the only ones which have been published as yet. The monthly variations in pollutants were not reflected in any changes in the respiratory health of Beijing residents in our study, neither did we show any significant differences in bronchitic symptoms or airways obstruction which could be attributed to outdoor-indoor pollution differences or to personal exposure to nitrous oxide during the summer months.
Methods

Discussion
Our results suggest that there is an aetiological difference between the objective finding of obstructive airways disease and the occurrence of symptoms of chronic bronchitis. As shown in tables 4-6, although there was a strong association of both "chronic bronchitis" and "obstruction" with past respiratory illness, as well as with smoking and social factors, on the other hand age, area and familial factors contributed to only one of these outcome variables (table 6) . Thus the adjusted rate of obstructive lung function test results was significantly higher in the rural areas than in the residential and industrial areas, but this was not true of chronic bronchitis symptoms.
The adjusted rate of "obstruction" was also higher in the older age group (60 years or more) than in the other age groups, whereas the adjusted rate ofchronic bronchitis symtoms showed no statistical difference between age groups.
Concepts ofchronic bronchitis and obstructive lung disease have been revised from time to time, and this has been emphasised by Fletcher and co-workers in their work on the aetiology of these disorders.-9 For example, these authors have suggested that smoking, an important contributor to respiratory pathology, may be implicated in the development of "bronchitic" symptoms and clinical obstructive airways disease through different mechanisms. The influence of past respiratory illness may also operate in different ways as a factor in bronchitic symptoms and "obstruction". 
